Factors Influencing Healthcare Barriers among Mexican and Guatemalan Immigrants by Zhen-Duan, Jenny

 	  
Factors Influencing Healthcare Barriers among Mexican and Guatemalan Immigrants  
 
 
A thesis submitted to the 
Division of Graduate Education and Research 
of the University of Cincinnati 
 
in partial fulfillment of the 
requirements for the degree of 
 
MASTER OF ARTS  
 
in the Department of Psychology 
of the College of Arts and Sciences 
by 
 
Jenny Zhen-Duan 
 
B.A., University of Puerto Rico-Rio Piedras, 2010 
July, 2015  
Committee Chair:     Farrah Jacquez, Ph.D 
Committee:               Monica Mitchell, Ph.D. 
                                  Sarah Whitton, Ph.D.  
 	  
	   i 
Abstract 
Research has shown that although Latinos are disproportionately affected by many 
negative health outcomes, they are less likely to have access to healthcare when compared to 
other racial and ethnic groups. Literature has shown that barriers to healthcare tend to decrease 
the longer Latino immigrants reside in the United States. However, little is known if all 
immigrants experience decreased barriers consistently over time or if certain people are more at 
risk to experiencing more barriers than others.	  In addition, few available data focuses on how 
these factors affect Latino immigrants from diverse countries of origin. In an attempt to address 
the dearth of literature, the purpose of this study was to examine how demographic and 
healthcare utilization factors related to barriers to care among Mexican and Guatemalan 
immigrants in Cincinnati, a non-traditional destination for Latino immigrants. The current study 
uses a Community-Based Participatory Research (CBPR) co-researcher model to collect survey 
data from 401 immigrants from Mexico (n = 258) and Guatemala (n = 143). Results from our 
study indicated that contrary to previous research, longer length of residence was not associated 
with fewer barriers to healthcare for either group. Among Mexicans, women and those who have 
greater confidence of ones’ own skills to manage their health outcomes (i.e., patient activation) 
reported fewer barriers to care. Among Guatemalans, having children and a clinic visit in the 
past year moderated the relation between length of residence and barriers to care. Our findings 
suggest that intervention efforts should focus on improving healthcare access in general, but 
emphasis should be placed on Mexican men and those with low patient activation while focusing 
on childless Guatemalans and those not interacting with the healthcare system. Our results 
highlight the growing need to consider the diverse experiences of Latino immigrants from 
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varying countries in order to create more appropriately targeted interventions to eliminate health 
disparities.  
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Introduction 
Latinos make up the largest racial minority group in the United States (U.S.) and are 
expected to comprise 30% of the entire U.S. population by 2050 (U.S. Census, 2012). 
Epidemiological data indicate that Latinos are at risk for many negative health outcomes, 
including obesity, hypertension, and diabetes (Center for Disease Control, 2011). In addition, 
Latinos are less likely to have access to healthcare when compared to other racial and ethnic 
groups (Perez-Escamilla, 2010; Perez-Escamilla, Garcia & Song, 2011; Phillips, Mayer & Aday, 
2000). Factors such as socioeconomic status, acculturation differences, language proficiency and 
immigration status have been discussed as important determinants to Latinos’ access to 
healthcare and health insurance (Escarce & Kapur, 2006; Fiscella, Franks, Gold & Clancy, 
2002). Immigrant Latinos with limited English proficiency, such as those who more recently 
immigrated, face increased challenges due to difficulties seeking, obtaining, and understanding 
information regarding their healthcare needs (Escarce & Kapur, 2006).  
Despite the well-documented disparities in health outcomes and healthcare access, the 
available literature on health disparities likely underestimates the challenges Latinos are truly 
facing. With most of the available data on Latino health behaviors coming from large, 
metropolitan areas with a longstanding history of Latino immigration, such as California and 
New York (i.e., traditional destination; Parrado, McQuisto, & Flippen, 2005), the existing 
literature fails to capture more “hidden populations” in rural and suburban settings in the 
Midwest and Southern regions of the United States. Given the recent migration patterns 
indicating that Latinos are increasingly relocating to non-traditional destinations (e.g., medium 
and small-sized cities, rural and suburban areas; Kandel & Parrado, 2005), the existing literature 
may not truly capture the challenges Latino immigrants face.  
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Although the data on healthcare experiences in non-traditional destinations is sparse, the 
small available literature does indicate that Latinos in new migration areas are having more 
difficulty accessing healthcare and are reporting poorer health outcomes when compared to 
Latinos in traditional destinations (Berdahl, Kirby & Stone, 2007; Cunningham, Banker, Artiga 
& Tolbert, 2006; Gresenz, Derose, Ruder & Escarce, 2012). Gresenz and colleagues (2012) 
found that Mexican Americans living in nontraditional destinations reported diminished 
healthcare outcomes, including greater delays of receiving care and lower satisfaction with the 
healthcare system, when compared to Mexican Americans residing in traditional destinations. In 
another non-traditional destination (rural Nebraska), Latinos whom reported that racism was a 
barrier to healthcare were seven times more likely to have poorer health status than those who 
did not endorse experiences of racism (Blankenau, Boye-Beaman & Mueller, 2000). Anti-
immigration sentiments and experiences of discrimination in non-traditional destinations are very 
salient and pervasive, affecting both health outcomes and healthcare utilization patterns. 
Blankenau and colleagues (2000) reported a common barrier to care in non-traditional residents 
was feelings of embarrassment, fear, or nervousness and mistrust towards providers, which the 
authors partially attributed to the ubiquitous anti-immigration climate.  
Latinos living in non-traditional destinations have certain characteristics that have been 
shown to be associated with lower access to healthcare, such as shorter time residing in the U.S., 
greater anti-immigration climates which fosters discrimination and isolation, less established 
social support networks, and diminished amount of resources and infrastructure to meet their 
healthcare needs (Engstrom, 2006; Lichter & Johnson, 2009; Mora et al., 2014; Pérez, Fortuna, 
& Alegria, 2008). Diminished resources include less availability of culturally-competent and 
bilingual personnel, financial constraints, transportation or logistical barriers, and scarcity of 
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organizations catering to the needs of Latinos in the community (Agudelo-Suárez et al., 2014; 
Blankenau et al., 2000; Cristancho, Garces, Peters, & Mueller, 2008, Harari, Davis, & Heisler, 
2008). Difficulty accessing healthcare-related information, lack of immigrants’ English 
proficiency, and social isolation also contribute to the disparities observed in Latinos in non-
traditional destinations (Harari et al., 2008; Mora et al., 2014).  
Intercultural differences in barriers to care  
Although health disparities affect all Latino groups, researchers have found significant 
variations in health behaviors, outcomes, and access to care by country of origin. Latinos 
comprise a heterogeneous group whose culture, values, customs, and migration experience are 
often more dissimilar than similar (Bernal & Enchautegui De Jesús, 1994). Examining groups by 
country of origin may provide us information regarding ethnic variations in health behaviors that 
would better allow us to develop more appropriate and culturally-relevant interventions. Zsembik 
and Fennel (2005) found that Mexicans significantly endorsed less chronic diseases when 
compared to Whites and other Latino subgroups, whereas Puerto Ricans reported overall poorer 
health outcomes across the board. Further examinations described that socioeconomic status 
(SES) also played different roles for Mexicans and Puerto Ricans. Specifically, the authors found 
that Mexicans of higher SES endorsed poorer health outcomes while Puerto Ricans of higher 
SES endorsed more favorable health outcomes, suggesting that socioeconomic resources played 
a distinct role depending on country of origin (Zsembik & Fennel, 2005). Similarly, in our 
research, we have found that even though both Mexicans and Guatemalans reported significant 
barriers to healthcare, Guatemalans endorsed more barriers and having less access to information 
regarding healthcare (DiMascio, Zhen-Duan, Jacquez & Vaughn, in preparation; Jacquez, 
Vaughn, Zhen-Duan & Graham, under review). A possible explanation is that Guatemalans 
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represent a relatively new migrating group into this non-traditional area, with fewer resources 
and social networks than their Mexican counterparts. Further, while many Guatemalans in the 
area are able to communicate in Spanish, many identify Mam, a Mayan language, as their 
primary language, thus limiting their abilities to acquire health-related information that is 
primarily presented in Spanish for Latinos (DiMascio et al., in preparation). Latinos immigrants 
vary in their customs, language, traditions, reasons for migration, sociopolitical climate in their 
country of origin, all which have to be taken into account, as it influences individuals’ way of 
conceptualizing illness and help-seeking behaviors (Bernal & Enchautegui De Jesús, 1994). 
Therefore, it is imperative to examine group differences to gain more information that will guide 
targeted interventions.  
Predictors of Barriers to Healthcare  
Latino health disparities in nontraditional destination areas are well documented, and 
emerging research suggests that group differences in health experiences among Latino 
immigrants exists. In order to most effectively address the cultural and contextual needs of 
Latinos, research is needed to identify predictors of healthcare barriers experienced by Latino 
immigrants in nontraditional destinations. Research in traditional destination areas has 
demonstrated that length of residence explains some of the variance in overall barriers to care. 
Specifically, those who have more recently immigrated have more barriers to care than those 
who have resided in the U.S. for longer periods (Durden, 2007; Leclere, Jensen & Biddlecom, 
1994). Similarly, a study in a non-traditional destination found that shorter length of residence 
among Latino immigrants to be associated with poorer health outcomes (Blankenau et al, 2000). 
Greater length of residence allows immigrants to familiarize themselves with the different 
systems, solidify sociopolitical and economic foundations, obtain more information regarding the 
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healthcare system, improve their health behaviors and outcome, and have increased access to 
healthcare (Carrasquillo, Carrasquillo & Shea, 2000; Durden, 2007; Frisbie, Cho & Hummer, 
2001; Marquez, McAuley & Overman, 2004; Thamer, Richard, Casebeer, & Ray, 1997). 
Increased length of time living in the U.S. is also associated with enhanced opportunities to gain 
access to health insurance (Carrasquillo et al., 2000; Thamer, Richard, Casebeer & Ray, 1997). 
Durden (2007) found that greater length of residence in the U.S., along with naturalization status 
of the mother, predicted greater healthcare access and quality of care for Latino children.  
In addition to length of residence, health and healthcare experiences tend to differ by 
demographic characteristics including age, marital status, gender, and having children. Age has 
been found to be an important predictor of health outcomes in a non-traditional destination, as 
younger Latinos reported better health status than older adults (Blankenau et al., 2000). Marital 
status has been argued to be an important social determinant of health among Latinos, such that 
those married are at less risk for negative health outcomes, particularly if they are immigrants 
and have less established sources of social support (Blankenau et al., 2000). Although not 
specifically with Latino immigrants, the literature suggest that other demographic characteristics 
relate to access to care. For example, women in general consistently use more healthcare services 
than men, in part because women intertwine regular visits with those of pregnancy and child 
birthing (Bertakis, Azari, Helms, Callahan & Robbins, 2000; Owens, 2008). Men seek less 
routine, preventive care and use more acute, emergency services than women, possibly 
experiencing more barriers than women when accessing healthcare (Dallas & Burton, 2004). 
Low-income childless adults are more at risk to not having health insurance or having access to 
healthcare than those with children (Guy, 2010). Adults with children might receive orientation 
regarding where and how to access care through healthcare providers or caseworkers that service 
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their children, placing them at an advantage over childless adults (Haber, Khatutsky & Mitchell, 
2000). Understanding how certain demographic profiles relate to barriers to care will allow us to 
inform more appropriately designed group-targeted intervention, as healthcare experiences 
among Latino groups are heterogeneous.  
Along with length of residence and demographic variables, healthcare utilization patterns, 
or the degree to which individuals interact with the healthcare system, impacts barriers to care 
among Latinos. Overall, Latinos are significantly less likely to interact with the healthcare 
system and to report lower quality of care in comparison to Whites in the U.S. (Guendelman & 
Wagner, 2000; Ortega et al., 2007). However, having a regular source of care, such as a primary 
doctor, and reduced financial barriers significantly closed the gap observed, suggesting that 
having a consistent system of care would decrease barriers to healthcare (Guendelman & 
Wagner, 2000). Unfortunately, Latinos are more likely to report clinics or emergency rooms as 
their primary source of care rather than a primary care provider (Durden & Hummer, 2006); 
consequently, many fail to obtain regular, comprehensive, and preventive care. Therefore, 
merely interacting with the healthcare system does not equate to decreased barriers to care. 
Individual factors, including an understanding of one’s own skills and confidence in managing 
one’s own health and healthcare use, (i.e., patient activation; Hibbard, Stockard, Mahoney & 
Tusler, 2004) are important because it affects degree of intention, effort, and perseverance in 
taking steps towards meeting a desired health goal (Bandura, 1977; Leganger, Kraft & Roysamb, 
2000). 
Although the existing literature provides evidence that length of residence, demographic 
variables, and healthcare utilization predict barriers to healthcare, associations between these 
variables are still unclear. The “immigrant paradox” posits that while immigrants have limited 
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health care access and unfavorable sociodemographic characteristics, such as lower SES, lower 
educational levels, and lack of language proficiency, they consistently show better health 
outcomes than to U.S. born Latinos (Escarce, Morales, & Rumbaut, 2006; Franzini, Ribble, & 
Keddie, 2001). For example, although acculturation (of which length of residence is a proxy) has 
been associated with increased substance use among Latinos, it predicted improved access to 
healthcare (Lara et al., 2005). Therefore, new immigrants might experience an advantage in 
terms of health status, but that advantage does not apply to accessing the healthcare system. For 
Latino immigrants living in non-traditional areas, it is possible that length of residence is the 
U.S. will decrease barriers to care, but the association will depend on a set of host factors, such 
as demographic and healthcare utilization factors. We believe that despite the current challenges 
in receiving healthcare in a non-traditional destination, certain demographic (e.g., younger age) 
and healthcare utilization (e.g., healthcare visit in the last year) factors moderate this relation. In 
other words, the degree to which length of residence in the U.S. is associated with barriers to 
healthcare depends on individual demographic and healthcare utilization factors. A more precise 
picture of individuals experiencing the highest levels of healthcare barriers will allow us to more 
effectively target interventions, improve healthcare access, and address health disparities 
experienced by Latino immigrants. 
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Project Overview 
Current Study  
While some data is available on how length of residence, demographic, and utilization 
factors affect barriers to care among Latinos, an overwhelming majority of the available 
literature is focused on traditional destinations (e.g., California). Further, most studies use a pan-
ethnic approach in studying barriers to care, possibly overlooking important group differences. In 
an attempt to inform future health interventions that are culturally and contextually-appropriate 
for diverse Latino immigrant populations, the current study investigates barriers to healthcare 
among Mexican and Guatemalan immigrants. This project was a collaborative effort between 
academic researchers and a community research team comprised of Latino immigrants living in 
our nontraditional destination area. With our community partners as co-researchers, we used a 
Community-Based Participatory Research (CBPR; Israel, Eng, Schulz & Parker, 2013) model to 
identify key research questions, create a survey, collect data, interpret results, and disseminate 
outcomes. CBPR emphasizes the equitable effort between community members, community 
organizations, and academic researchers to generate knowledge that will lead to targeted 
community interventions (Israel et al., 2013). In a non-traditional destination setting like 
Cincinnati, where immigrants are difficult to reach and mistrust towards academics and 
healthcare providers is rampant, a CBPR co-researcher approach was the most effective way to 
include hard-to-reach, hidden immigrant populations (see Vaughn et al., under review, for more 
detail about the research design and methodology). Given the dearth of research examining 
factors influencing barriers to care among Latino immigrants in non-traditional destinations, the 
current study was guided by two aims: Aim #1: To identify predictors of barriers to healthcare 
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among Mexican and Guatemalan immigrants. Hypothesis for each predictor variable are 
presented in Table 1.  
Table 1.  
Specific hypothesis for each predictor variable. 
Variable Hypothesis 
1. Length of Residence Length of residence will be associated with fewer barriers to care. 
2. Sex Women will report fewer barriers to care than men. 
3. Age Younger adults will report fewer barriers to care than older adults. 
4. Children Adults with children will report fewer barriers to care than those 
without children. 
5. Marital Status Married adults will report fewer barriers to are than single adults. 
6. Primary Care Provider Adults with a primary care provider will report fewer barriers than 
those without a primary care provider. 
7. Clinic Visit Adults who have visited a clinic in the past 12 months will report 
fewer barriers to care than those who have not. 
8. Emergency Room Visit Adults who have visited an emergency room in the past 12 months 
will report more barriers to care than those who have not. 
9. Patient Activation Higher patient activation will be associated with fewer barriers to 
care. 
 
Aim #2: To explore if demographic and healthcare utilization factors moderated the 
relation between length of residence and barriers to care. Hypothesis for each moderating 
variable are presented in Table 2.  
Table 2.  
 
Specific hypothesis for each moderating variable.  
 
Moderating Variable Hypothesis 
1. Sex  Length of residence will predict fewer barriers to care for women 
than men.  
2. Age  Length of residence will predict fewer barriers to care for younger 
adults than older adults.  
3. Children  Length of residence will predict fewer barriers to care for those 
with children than those without children.  
4. Marital Status  Length of residence will predict fewer barriers to care for married 
adults than single adults.  
5. Primary Care Provider  Length of residence will predict fewer barriers to care for 
individuals who identify a primary healthcare provider than those 
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who do not.  
6. Clinic Visit Length of residence will predict fewer barriers to care for 
individuals who have visited a clinic in the past 12 months than 
those who have not. 
7. Emergency Room Visit Length of residence will predict fewer barriers to care for 
individuals who have not used the emergency room in the past 12 
months than those who have. 
8. Patient Activation  Length of residence will predict fewer barriers to care for 
individuals with higher patient activation than those with lower 
patient activation. 
 
Method 
  The academic-community research team collected survey data from Latino immigrants 
in the Greater Cincinnati area. In order to be included in the study, participants needed to be 18 
years or older, self-identify as an immigrant from a Latin American country, and be able to 
understand and speak Spanish.   
Participants 
Participants in the current study are part of a larger sample of 516 Latino immigrants in 
the Greater Cincinnati area. The current study focuses on a subset of the larger sample, 401 
immigrants from Mexico (n = 258) and Guatemala (n = 143). Mexicans and Guatemalans were 
chosen from the larger sample because they represent the two largest ethnic groups in Cincinnati 
and because we had sufficient participants from each subgroup to perform separate analyses by 
country of origin. In addition, based on our previous research with Latinos immigrants, we 
believe the healthcare experiences of Mexicans and Guatemalans in Cincinnati vary (DiMascio 
et al., in preparation; Jacquez et al., under review). Ages ranged from 18 to over 65 with the 
majority of participants falling into the 27-40 (61%), 18-26 (21%), or 41-49 (13%) age brackets.  
Among Mexicans, most respondents were married (49.5%) or single (27.5%) and 
reported having children (73%). Seventy three percent of Mexicans respondents were female (N 
= 190) and 26% male (N = 67), with one person not specifying sex. Most Guatemalans in our 
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sample were married (37.6%) or single (28.4%) and a majority had children (79%). Sixty four 
percent of Guatemalan respondents were female (N = 91), and 30% male (N = 43), with 6% (N = 
9) not specifying sex. The average time living in the U.S. for Mexicans were 11 years (SD = 
5.90), as opposed to 9 years (SD = 4.65), for Guatemalans.  
Measures 
Barriers to Healthcare Questionnaire (BCQ; Seid, Opipari-Arrigan, Gelhard, Varni, & 
Driscoll, 2009) is a self-report measure assessing healthcare access, use, and quality for children 
with chronic health issues. The original BCQ is available in both English and Spanish and has 
shown good internal consistency reliability, with subscale Cronbach’s alphas ranging from .75-
.91 (Seid et al., 2004). We have used the adapted version of the BCQ in previous studies with 
Latino and other underserved populations and yielded similar internal consistency reliability, 
with subscale alphas ranging from .74-.91 (Jacquez, Vaughn, Pelley & Topmiller, 2015). In the 
current study, we will use two subscales of the BCQ: Pragmatics and Skills. Pragmatics refers to 
logistical and cost issues that might prevent or delay health care utilization. Skills refers to 
learned strategies to navigate through, manipulate, or function competently within the health care 
system. These subscales of the BCQ are scored on a 1-100 scale so that higher scores reflect 
higher functioning (fewer barriers to care). The current studies only uses pragmatics and skills 
barriers to care because our previous research suggests that these two factors represent unique 
experiences for Latino immigrants; specifically, immigrant Latinos were significantly lower than 
U.S.-born Latinos, African Americans, and Whites on these two subscales but not significantly 
different on the other three subscales (Jacquez, Vaughn, Pelley & Topmiller, 2015),. 
Demographic Factors. Length of Residence. One item “How long have you lived in the 
United States?” assessed years the participant has lived in the U.S. Gender (male = 0; female = 
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1), Age. (Divided into six age brackets 18-26 = 1; 27-40 = 2; 41-49 = 3; 50-55 = 4; 56-64 = 5; 65 
or older = 6); Number of Children (One or more child = 0; No Child = 1) and Marital Status 
(single/separated or divorced/widowed = 0; married/cohabiting = 1) were all dummy coded and 
assessed through a series of demographic questions.  
Healthcare Utilization Factors. Primary provider. One item, “Do you consider someone 
as your primary doctor/nurse?” assessed the availability of a usual source of care (yes = 0; no= 
1). Clinic Visit. One item, “In the last 12 months, how many times have you been to the clinic to 
receive medical attention?” assessed individuals’ clinic visit in the past year. Zero visits were 
coded as no = 0, one visit or more were coded as yes = 1. Emergency Visit. One item “In the last 
12 months, how many times have you been to the emergency room to receive medical 
attention?” assessed individuals’ emergency room visit in the past year. Zero visits were coded 
as no = 0, one visit or more were coded as yes = 1. Both clinic visit and emergency visit 
variables were dichotomized because we were interested in assessing the presence or absence of 
individuals’ interaction with the healthcare system, rather the amount of visits over the past year. 
Patient activation. One item answered via 5-point Likert-scale assessed patient activation, i.e., “I 
am sure I can do everything necessary to direct my health every day.” Answers ranged from Not 
at all = 0 to Absolutely = 5, with higher scores indicating greater patient activation.  
Procedure 
The purpose of the data collection was to understand the healthcare experiences of 
Latinos in Cincinnati. The Cincinnati Children’s Hospital Internal Review Board gave the 
project a “not human subjects research” determination. Participants were approached by one of 
the community research members and asked to fill out an anonymous survey in order to 
understand their healthcare experiences. Community research members recruited participants by 
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going door-to-door in their communities or through local organizations, schools, and stores with 
high level of Latino attendance. Participants were given the option to complete the questionnaire 
independently or in an oral format facilitated by a community research member. Each 
questionnaire took approximately 30 minutes to complete and participants were compensated 
with a $5 gift card for their time and effort. 
Data Analysis Strategy 
Independent samples T-tests were first conducted to examine mean level differences in 
BCQ subscales and length of residence between Mexican and Guatemalans. Next, means and 
standard deviations were calculated for all the variables of interest. T-tests, ANOVAs, and 
Pearson’s correlations were used to examine relations between predictors and outcome variables. 
In order to address the study aims, we conducted a series of hierarchical linear regression models 
with a different barrier to care subscale (Pragmatics and Skills) as the dependent variable. All 
predictors and interaction variables were mean-centered based on each ethnic group’s means 
rather than the mean of the overall sample. Regression models were conducted separately by 
group of interest, either Mexicans only or Guatemalans only. Although our previous research has 
demonstrated that all Latino immigrants in our non-traditional destination area experience 
barriers to care, understanding within-group nuances is necessary to inform targeted 
interventions.  
To address Aim #1, to identify predictors of barriers to healthcare among Mexican and 
Guatemalan immigrants, linear regressions were employed. First, all demographic variables (i.e., 
length of residence, gender, age, children, marital status) were entered in a block to examine the 
variance predicted in barriers to care. Subsequently, all healthcare utilization variables (i.e., 
primary provider, clinic visit, emergency visit, patient activation) were entered in a separate 
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regression model to predict barriers to care. Results from the regression models allowed us to 
examine variance accounted by demographic variables and healthcare utilization variables.  
To address Aim #2, to examine if demographic and healthcare utilization factors 
moderated the relation between length of residence and barriers to care, hierarchical linear 
regressions were utilized. At the first step, the main effect of length of residence (mean-centered) 
and one demographic or healthcare utilization variable (mean-centered) were entered in order to 
estimate the amount of variance accounted by these variables individually. At the second step, 
the interaction term between the length of residence and the corresponding moderating variable 
(i.e., demographic or healthcare utilization variable- mean centered) was entered into the 
regression model (Baron & Kenny, 1986). Results from these regression models allowed us to 
examine the degree the interaction term was significant in predicting barriers to care , which 
indicates moderation. In other words, a significant interaction indicates that the association 
between length of residence and barriers to care depends on certain demographic characteristics 
(e.g., adults with children versus childless adults) or healthcare utilization patterns (e.g., clinic 
visit versus no clinic visit in the past year).  
Results  
Preliminary Analyses 
 
First, independent samples T-tests conducted to examine differences between Mexican 
and Guatemalans in barriers to care and length of residence yielded significant differences. 
Specifically, our results indicated that even though there were no difference in pragmatics 
barriers to care among the two groups, t(399) = 1.24, p = ns, Guatemalans endorsed more skills 
barriers to care than Mexicans, t(396) = 2.14 p < .05. In addition, length of residence was 
significant, t(385) = 3.76 p < .001, indicating that Guatemalans have resided in the U.S. for 
significantly shorter periods of time than Mexicans.  
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Next, in order to determine associations between predictor and outcome variables, we 
performed t-tests to determine mean level differences in BCQ subscales by sex, children, marital 
status, primary doctor, clinic visit, emergency visit (which each variable coded dichotomously). 
We performed an ANOVA to determine differences in outcomes by age level and Pearson’s 
correlations to assess the association between continuous predictor variables (i.e., patient 
activation, length of residence) and barriers to care (i.e., pragmatics and skills). Descriptive and 
preliminary analyses were conducted separately for Mexicans and Guatemalans.  
None of the preliminary analyses were significant for Guatemalans, but some 
associations were detected among Mexicans. Specifically, women had significantly fewer 
pragmatics, t(255) = 3.63, p < .001, and skills, t(254) = 2.40, p < .05, barriers to care than men. 
The rest of the demographic variables (i.e., children, marital status) were not significantly 
associated with outcomes variables. Within the healthcare utilization variables, primary care was 
not significant, but clinic visit was associated with pragmatics, t(241) = 3.16, p < .05, but not 
skills, barriers to care. In other words, having visited a clinic in the past year was related to more 
pragmatics barriers to care. Emergency visits was significantly associated with pragmatics, 
t(221) =  3.59, p < .05, and skills, t(220) = 2.13, p < .05, barriers to care, such that having visiting 
an emergency room in the past year was related to more barriers to care.  
Results from ANOVAs indicated that barriers to care for either group did not vary 
significantly by age level for either Mexicans or Guatemalans. Last, correlations showed that 
length of residence was not significantly associated with barriers to care for either group. 
However, patient activation was positively correlated with pragmatics, r(256)  = .16, p < .05, and 
skills, r(256)  = .13, p < .05, barriers to care among Mexicans, suggesting that higher patient 
activation was associated with fewer barriers to care for this group.  
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Aim #1 Analyses  
The first aim of the study was to identify predictors of barriers to healthcare among 
Mexican and Guatemalan immigrants. Although preliminary analyses indicated that only some 
demographic and healthcare utilization factors were associated with barriers to care, we were 
interested in understanding how a fuller demographic and healthcare utilization picture predicted 
barriers to care. In other words, entering several demographic or healthcare utilization variables 
in one block would allow us to examine a more comprehensive profile in predicting barriers to 
care. Among Guatemalans, none of the demographic and healthcare utilization factors were 
associated with decreased barriers to care. However, among Mexicans, our results indicated that 
demographic factors accounted for 6% of the variance while healthcare utilization factors 
accounted for 12% of the variance in pragmatics barriers (see Table 1). Within the demographic 
factors, only gender was directly related to barriers, such that females had fewer pragmatics 
barriers to care. Within healthcare utilization factors, clinic visit, emergency visit, and patient 
activation predicted barriers to care. Interestingly, clinic visit in the past 12 months predicted 
increased pragmatics barriers to care. Similarly, emergency visit in the past 12 months was 
associated with increased pragmatics barriers to care. Last, increased patient activation predicted 
fewer barriers pragmatics barriers to care.  
 Next, our results showed that although overall demographic factors was not significant, 
healthcare utilization factors accounted for 6% of the variance accounted in skills barriers to care 
among Mexicans (see Table 1). Even though the overall demographic model was nonsignificant, 
gender was significantly related to skills barriers to care, such that females reported fewer skills 
barriers to care. Within the healthcare utilization factors, only patient activation predicted fewer 
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barriers skills barriers to care. Of note, length of residence was not directly associated with 
decreased barriers to care for either group. 
Aim #2 Analyses  
The second aim of this study was to explore if demographic and healthcare utilization 
factors moderated the relation between length of residence and barriers to care. As illustrated in 
Table 2, our results indicated that none of the interactions were significant for Mexicans, 
suggesting that no demographic or healthcare utilization factors moderated the association 
between length of residence and barriers to care for this group. However, a different pattern of 
results emerged for Guatemalans. Specifically, having children moderated the relation between 
length of residence and barriers to care for both Pragmatics, R2 change =.03, β = -.22, t(128)= -
2.03 , p < .05, and Skills, R2 change =.05, β = -.27, t(127)= -2.49 , p < .05, such that among 
Guatemalans, the relation between length of residence and barriers to care is significantly 
different for those with children than those without children (see Figure 1).  
 Simple slopes analysis indicated that although the association between length of 
residence and pragmatics barriers to care at for those with children was non-significant, β = .08, 
t(128)= .83, p = ns, this association was marginally significant for those without children, β = -
.36, t(128)= -1.87, p = .06. In other words, our marginally significant effects suggest that it is 
possible that Guatemalans without children are reporting more pragmatics barriers to care the 
longer they reside in the U.S. Further, simple slopes analysis indicated that although the 
association between length of residence and skills barriers to care for those with children was 
non-significant, β = .16, t(117)= 1.52, p = ns, there was a negative association between length of 
residence and skills barriers to care for those without children, β = -.39, t(117)= -2.01, p < .05. 
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Specifically, Guatemalans without children actually report more skills barriers to care the longer 
they reside in the U.S. 
Additionally, number of clinic visits in the past 12 months also moderated the relation 
between length of residence and barriers to care for Skills only, R2 change =.05, β = .31, t(117)= 
2.34, p < .05, such that among Guatemalans, the relation between length of residence and skills 
barriers to care is significantly different for who have visited a clinic in the past 12 month, than 
those who have not (see Figure 2). Simple slopes analysis indicated that although the association 
between length of residence and skills barriers to care for those who have not visited clinic in the 
past year was non-significant, β = -.18, t(117)= -1.38, p = ns, there was a positive association 
between length of residence and skills barriers to care for those who have visited a clinic in the 
past year, β = .24, t(117)= 1.95, p < .05. Guatemalans who have visited a clinic in the past year 
reported fewer skills barriers to healthcare the longer they reside in the U.S. 
Since the moderation model was significant for Guatemalans but not Mexicans, we 
wanted to explore if they were significantly different from one another. To test this, a three-way 
interaction term (group*moderator*LOR) was added to the third step in the hierarchical 
regression model with the Mexican and Guatemalan sample aggregated. Our results indicated 
that the three-way interaction (between length of residence, children, and ethnic group) did not 
account for a significant amount of the variance in pragmatics barriers to care, R2 change =.00, β 
= -.14, t(376)= -.84 , p = ns, or skills barriers to care, R2 change =.00, β = -.12, t(374)= -.71, p = 
ns. In other words, while having children moderated the relation between length of residence and 
barriers to care among Guatemalans and not among Mexicans, they are not statistically different 
from one another. In addition, we tested the three-way interaction term between length of 
residence, clinic visit and ethnic group and found that it accounted for an additional 2% of the 
 	  
	  19 
variance in skills barriers to care, R2 change =.02, β = .41, t(353)= 2.48, p < .05, indicating that 
this association was statistically different for Guatemalans and Mexicans.  
Discussion 
 
Given the dearth of research examining barriers to care among Latino immigrants in non-
traditional destinations, the purpose of this study was to examine how demographic and 
healthcare utilization factors predicted barriers to care among Mexican and Guatemalan 
immigrants in Cincinnati. Three primary results emerged. First, we found that greater length of 
residence is not directly associated with fewer barriers to healthcare for either group. In other 
words, contrary to previous literature, living for longer time in the U.S. is not improving 
healthcare access for immigrants in our sample. Second, although no demographic and 
healthcare utilization factors predicted barriers to care among Guatemalans, some did for 
Mexicans, confirming our suspicions that different groups have different challenges. In 
particular, Mexican women and those who have more confidence that they can manage their own 
health (i.e., patient activation) are endorsing fewer barriers to care. Surprisingly, Mexicans 
visiting clinics and emergency rooms in the past year are reporting more barriers. Last, even 
though no factor moderated the relation between length of residence and barriers to healthcare 
among Mexicans, a different story emerged for Guatemalans. Childless Guatemalans reported 
more barriers the longer they reside in the U.S., while those who have visited a clinic in the past 
year endorse fewer skills barriers the longer they reside in the U.S.  
Contrary to previous research showing that length of residence predicted improved health 
behaviors, outcomes, and increased access to healthcare among Latinos (Carrasquillo et al., 
2000; Durden, 2007; Marquez, McAuley & Overman, 2004; Thamer et al., 1997), our research 
found that greater length of residence did not predict differences in barriers to care. Length of 
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residence has been argued to be an important factor in decreasing barriers to care because it 
allows immigrants to familiarize themselves in the different systems, obtain more information, 
and enhance their opportunities to enter the healthcare system (Carrasquillo et al., 2000; Frisbie, 
Cho & Hummer, 2001; Thamer et al., 1997). However, in a non-traditional destination, length of 
residence might not predict decreased barriers to care because of the lack of infrastructure and 
culturally and linguistically-relevant services prevent immigrants from effectively utilizing the 
healthcare system, regardless of how many years they have lived in the U.S. (Lichter & Johnson, 
2009; Mora et al., 2014). In addition, anti-immigration climates in non-traditional destinations 
such as Cincinnati have likely deepened immigrants’ fear and mistrust, increasing apprehension 
towards seeking more information about the healthcare system (Blankenau et al, 2000).  
Next, while no demographic and healthcare utilization factors predicted barriers to care 
for Guatemalans, some did for Mexicans. Females reported fewer barriers to care. Consistent 
with the previous literature that women use more healthcare services than men (Bertakis, Azari, 
Helms, Callahan & Robbins, 2000; Owens, 2008), it is possible that Mexican women in 
Cincinnati are experiencing fewer barriers by merely interacting with the healthcare system more 
frequently. In addition, previous research has indicated that Guatemalans experienced more 
barriers and had less access to information regarding healthcare (DiMascio et al., in preparation; 
Jacquez et al., under review). Based on our experiences with the local Latino community, 
Mexican women are more often involved in social activities where they can receive health-
related information, such as health fairs and school meetings, and frequently visit nonprofit 
organizations geared towards Latino needs, possibly receiving more orientation about how to 
successfully navigate the healthcare systems than other groups.    
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Next, while we were interested in examining how healthcare utilization profiles predicted 
barriers to care, only patient activation predicted barriers to care for among the healthcare 
utilization variables. Higher patient activation, or individuals’ perception of their skills and 
confidence in managing their own health outcome, predicted less barriers to care for Mexicans. 
Higher patient activation is positive because it empowers patients to put more effort and be more 
perseverant in getting their healthcare needs met (Bandura, 1977; Hibbard et al., 2004; Leganger 
et al., 2000). Since patient activation was the only significant predictor in healthcare utilization 
factors affecting barriers to care among Mexicans, future interventions should focus on efforts 
aimed at increasing patients’ perceptions of skills and confidence in managing their own health.   
Surprisingly, clinic visits predicted increased pragmatics barriers to care. However, since 
pragmatics barriers to care relate to logistical and cost issues, it is possible that clinics that 
Mexicans frequent are inconvenient by being too far away or too expensive. Furthermore, our 
results do not necessarily mean that those who are not visiting clinics do not experience barriers 
to care. It is possible that individuals cannot report pragmatics barriers to care because they are 
not interacting with the healthcare system at all. Similarly, emergency visit was related to 
increased barriers to care, both pragmatics and skills. Emergency rooms are structured in a way 
to quickly treat and triage patients; therefore, it is highly unlikely individuals attending 
emergency room will experience an increase skills to navigate and manipulate the healthcare 
system. In addition, considering that individuals who often visit emergency rooms as their last 
resort, it is possible Mexican immigrants are not getting the consistent and preventive care they 
need.  
Finally, having children and a clinic visit in the past year moderated the relation between 
length of residence and barriers to care among Guatemalans only. The association between 
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length of residence and barriers to care (pragmatics and skills) was different for Guatemalans 
with children versus childless Guatemalans. Specifically, for childless Guatemalans, length of 
residence predicted increased barriers to care, both pragmatics and skills. Based on previous 
literature, adults with children often receive orientation regarding increasing access to care 
through their children’s’ providers, placing them at an advantage over childless adults  (Haber, 
Khatutsky & Mitchell, 2000). It is possible that Guatemalans with children will have more 
opportunities to learn about how to reduce logistical and cost issues (pragmatics) and learn 
strategies to successfully navigate within the healthcare system (skills) through those servicing 
their children. For childless Guatemalans, their lack of sources of information can further isolate 
them from the healthcare system and increase barriers to care the longer they reside in the U.S. 
In addition, clinic visit moderated the relation between length of residence and skills barriers to 
care. Guatemalans who have visited a clinic in the past year reported fewer skills barriers to care 
the longer they reside in the U.S. One explanation is that Guatemalans visiting clinics acquire 
skills and strategies to aid them in navigating the healthcare system by simply interacting with 
the healthcare system. Those who have not visiting clinics may be at a disadvantage given their 
lack of interaction with the healthcare system.    
Our results suggest that intervention efforts should be heavily targeting Guatemalan 
immigrants, with an emphasis on those who do not have children or are not interacting with the 
healthcare system in Cincinnati. One possible way that has been proven to be efficacious in other 
settings is the to train and use promotoras de salud, or community health workers, to promote 
information on health education, healthcare utilization and access (Ingram, Sabo, Rothers, 
Wennerstrom, & de Zapien, 2008). Ideally, these promotoras de salud would be trained and be 
immersed within the Guatemalan community to provide useful healthcare utilization information 
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in both Spanish and Mam. Additionally, efforts should be increased in promoting participation 
and attendance in social activities where many Mexicans are already receiving health-related 
information, including health fairs, school meetings, and nonprofits geared towards Latino needs 
in Cincinnati.  
In summary, Mexican women reported fewer barriers to care than Mexican men, and 
Mexicans who were more confident about their ability to manage their health (i.e., patient 
activation) reported fewer barriers to care. Intervention efforts with Mexicans should make 
special effort to target men and to build skills and confidence around utilizing the healthcare 
system. In addition, since clinic and emergency visits increased Mexicans’ barriers to care, we 
cannot assume that those who are already interacting with the healthcare system are not 
experiencing barriers. Instead, we should focus on ensuring that Mexicans and other Latino 
immigrants have access to clinics where they can get comprehensive, consistent, affordable, and 
accessible care. Our results indicated that Guatemalans are having different experiences than 
Mexicans. Those who do not have children or are not interacting with the healthcare system are 
experiencing more barriers the longer they reside in the U.S. We cannot speculate that greater 
length of residence helps all Guatemalans become familiarized with the healthcare system and 
subsequently decrease their barriers to care, as some are faring worse than others. Instead, 
intervention efforts should target childless adults who might feel less inclined to seek care than 
those with children. Guatemalans with children might have enhanced opportunities to learn about 
where to seek care through providers servicing their children, and women may be receiving care 
by intertwining visits with those of pregnancy care. Additionally, Guatemalans who are visiting a 
clinic reported fewer barriers the longer they resided in the U.S. Therefore, we should focus on 
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providing information to encourage Guatemalans to interact with the healthcare system as it 
decreased their perceived barriers the longer they reside in the U.S.   
Our results highlight the growing need of culturally and linguistically competent 
personnel, reducing financial, transportation and logistical barriers, and increasing organizations 
catering to Latino needs in non-traditional destinations to reduce healthcare barriers in non-
traditional destinations (Agudelo-Suárez et al., 2014; Blankenau et al., 2000; Cristancho et al., 
2008, Harari et al., 2008). Furthermore, our study emphasized the importance of examining 
intercultural differences to create targeted interventions. While visiting a clinic was beneficial for 
Guatemalans as it decreased their skills barriers the longer they lived in the U.S., clinic visit was 
related to more pragmatics barriers to care for Mexicans. This suggests that merely directing 
Latinos to clinics to receive care does not equate to improved quality of care. Related, and 
perhaps equally important, are results that were not significant in our study. For example, having 
a primary care provider did not predict decreased barriers to care for either group. Intervention 
efforts should focus on directing Latinos to clinics where they can obtain regular, 
comprehensive, and preventive care, that are accessible either in transportation, financially, or 
logistically (Durden & Hummer, 2006).  
Although we were able to contribute to the considerable literature gap on factors 
influencing barriers to care among Latinos in a non-traditional destination, results from this study 
should be examined in light of some limitations. First, since we used a co-researcher model 
within a CBPR framework, and our co-researchers were Latino immigrants from the community 
who were actively involved in the development and administration of the surveys. Because of 
their close proximity to many community members who participated in this study, the co-
researchers decided it would be best to remove sensitive demographic questions related to 
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residency documentation, educational status, and annual income, which are factors that have 
been found to predict healthcare access and health outcomes. Therefore, our study was not able 
to examine the role of residency status, education, or income in predicting barriers to care. Future 
studies should aim to capture important demographic factors that have been shown to affect 
barriers to care. Second, our study was primarily conducted to understand the healthcare 
experiences among Latinos in a non-traditional destination. For that reason, we did not 
quantitatively assess for important cultural factors that can play a role in barriers to care, such as 
acculturation, measures of social support, and family dynamics. Third, although we were able to 
report significant and meaningful findings, our variables of interest only explained a small 
amount of the variance accounted in barriers to care. Future studies should include measures of 
factors that have been found to be important, such as important sociocultural factors as language 
proficiency, acculturation, social and community support, documentation status, and other 
logistical barriers, such as transportation and financial factors. Fourth, even though we had a 
large sample of immigrants in our study, we were only able to compare Mexicans and 
Guatemalans because we were not able to get a sufficiently large sample of other ethnic groups. 
In addition, we included more Mexicans than Guatemalans in our sample. Our smaller sample of 
Guatemalans possibly limited our statistical power for this group. Future studies should examine 
factors related to barriers to care with more targeted sampling with other ethnic group 
immigrants to further understand intra-Latino differences in barriers to care. Last, our study was 
correlational so causation should not be inferred. Future studies should utilize longitudinal 
designs to infer causation of factors affecting to barriers to healthcare among Latinos.  
In spite of the limitations, our study has numerous strengths. First, it is the first study, to 
our knowledge, to examine Latino group specific barriers to healthcare in a non-traditional 
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destination. There is a growing need to examine differences by country of origin because 
although Latinos can share common characteristics, groups vastly differ in culture, customs, 
migration experience, language, all which can shape individuals’ conceptualization of illness, 
opportunities to learn about the health-related information, and help-seeking patterns (Bernal & 
Enchautegui De Jesús, 1994). Our study highlight the importance of not aggregating Latino 
groups in understanding their healthcare experience, as factors affecting barriers to care among 
Mexicans and Guatemalan are different. Understanding the group nuances will allow health 
information to be more contextually appropriate, and possibly breach the health disparity 
observed. Second, our study adds to the growing literature on challenges Latinos are facing to 
receive care in non-traditional destinations. Besides our recommendation, such as increasing 
patient activation among Mexicans and supporting the use promotoras de salud for Guatemalans, 
it is critical to keep in mind the changes needing to happen at a political, structural, and 
organizational level. Specifically, while we can enhance Mexicans’ patient activation and 
provide Guatemalans more health-related information, the reality is that Cincinnati does not have 
the necessary infrastructure (e.g., clinics) and personnel (e.g., bilingual providers) to direct them 
to places where they can get all their needs met. Individuals who are below the poverty level, 
such as Latino immigrants in non-traditional destinations, are at significantly higher risk for 
chronic illnesses (Bodenheimer, Chen & Bennett, 2009). In their review, Price, Khubchandani, 
McKinney and Braun (2013), reported that racial and ethnic minorities in the U.S. are up to 
twice as likely to have chronic illnesses, when compared to Whites. Considering that the cost 
burden of chronic illness currently takes close to 80% of the total health spending in the U.S. and 
is projected to quadruple by 2023 (Bodenheimer et al., 2009), it is imperative to address chronic 
illnesses among Latinos. Specifically, more efforts and money need to be diverted towards 
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creating clinics where Latinos can easily access and receive consistent, comprehensive, and 
preventive care in order to lower incidences of chronic illnesses and improve national health 
spending. Some measures to improve health disparities include making health and dental 
insurance available for Latino adults and children, ensuring that clinics are easily accessible, 
delivering and heavily disseminating easy to understand health-related information in multiple 
languages, and community-based intervention and prevention (Price et al., 2013).  
Last, anti-immigration climates in non-traditional destinations has deepened immigrants’ 
mistrust towards “authority figures,” such as healthcare providers, and academics (Blankenau et 
al, 2000). However, we were able to successfully include a large, hard-to-reach, immigrant 
population in our sample through our CBPR co-researcher model. The Latino community 
research members mobilized in areas with heavy Latino participation throughout Cincinnati, 
carefully explained our research aims, and meticulously collected survey data while fostering a 
clear and non-threatening relationship with the participants (for more information on research 
design, see Vaughn et al., under review). But more importantly, using a co-researcher CBPR 
model allowed Latino community members to lead, investigate, and disseminate information on 
matters that are important to them; thus allowing the community to be empowered by 
participation and activation. A more traditional research methodology could have excluded a 
substantial amount of immigrants in Cincinnati and possibly misrepresent factors influencing 
barriers to healthcare.  
Emerging data, such like the ones yielded from this study, further confirms that Latinos 
in the U.S. are having significant barriers accessing resources to meet their healthcare needs. 
Adequately attending healthcare access needs and improving quality of care for Latino families 
is critical to their overall well-being and that of the entire U.S. population (Derose, Bahney & 
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Lurie, 2009). Caring for Latinos’ well-being is essential, as adults comprise a substantial portion 
of the current U.S. workforce and by 2050, almost one third of the entire population will self-
identify as Latino (U.S. Census Bureau, 2012). Understanding factors influencing health 
behaviors and providing resources applicable to Latino realities is not only crucial to the 
community, but to society as a whole.  
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Table 3. 
Main Effects of Demographic and Healthcare Utilization Factors Predicting Barriers to Healthcare by Group 
Criterion Variable: Pragmatics Barriers 
 ΔR2 β t p  ΔR2 β t p 
 Mexicans   Guatemalans 
Demographic Factors  .06   <.05  .03   ns 
 LOR  -.07 -.93 ns   -.07 -.55 ns 
 Sex  -.25 -3.68 <.001   -.07 -.63 ns 
 
Age 
 
-.03 -.33 ns   -.10 -.85 ns 
Children -.08 -.92 ns   .00 .02 ns 
 Marital Status   -.06 -.85 ns   -.02 -.18 ns 
Healthcare Utilization .12 
  
<.001  .03   ns 
 Primary Doctor  -.02 -.32 ns   .17 1.64 ns 
 Clinic Visit   -.19 -2.77 <.05   .06 .61 ns 
 Emergency Visit   -.16 -2.35 <.05   .04 .41 ns 
 Healthcare Activation   .25 3.69 <.001   .10 .97 ns 
 	  
	  38 
Criterion Variable: Skills Barriers 
 ΔR2 β t p  ΔR2 β t p 
 Mexicans   Guatemalans 
Demographic Factors  .04   ns  .04   ns 
 LOR  -.03 -.47 ns   .03 .24 ns 
 Sex  -.17 -2.45 <.05   -.08 -.76 ns 
 
Age 
 
-.09 -1.18 ns   -.19 -1.69 ns 
Children -.05 -.62 ns   -.07 -.59 ns 
 Marital Status   -.07 -.06 ns   -.03 -.31 ns 
Healthcare Utilization .06 
  
<.05  .03   ns 
 Primary Doctor  -.04 -.55 ns   .03 .31 ns 
 Clinic Visit   -.11 -1.56 ns   -.02 -.17 ns 
 Emergency Visit   -.12 -1.66 ns   .00 -.03 ns 
 Healthcare Activation   .18 2.66 <.05   .19 1.79 ns 
Note. β = standardized b-weight.  
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Table 4. 
 
Main and Interactive Effects of LOR, Demographic and Healthcare Utilization factors Predicting Barriers to Care by Group.  
 
Criterion Variable: Pragmatics Barriers 
 ΔR2 β t p  ΔR2 β t p 
 Mexicans   Guatemalans 
Demographic          
Step 1  .06   <.05  .00   ns 
 Length of Residence    .03 .32 ns   .04 .33 ns 
 Sex  -.23 -3.74 <.001   -.04 -.46 ns 
Step 2  .01   ns  .01   ns 
 
Sex X LOR   -.14 -1.42 ns   -.10 -.79 ns 
          
Step 1  .00   ns  .02   ns 
 Length of Residence    -.04 -.60 ns   .03 .76 ns 
 Age  -.01 -.20 ns   -.16 -1.60 ns 
Step 2  .00   ns  .00   ns 
 Age X LOR  -.05 -.82 ns   -.02 -.19 ns 
           
Step 1  .01   ns  .00   ns 
 Length of Residence    -.05 -.64 ns   .08 .80 ns 
 Children    .05 .85 ns   -.01 -.13 ns 
Step 2  .00   ns  .03   <.05 
 Children X LOR  .00 .03 ns   -.22 -2.03 <.05 
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Step 1  .01   ns  .01   ns 
 Length of Residence    -.03 -.32 ns   -.06 -.46 ns 
 
Marital   -.08 -1.23 ns   -.08 -.88 ns 
Step 2  .00   ns  .00   ns 
 
Marital X LOR  -.04 -.37 ns   -.02 -.19 ns 
         
Healthcare Utilization          
Step 1 .01 
 
 ns  .01   ns 
 Length of Residence   -.12 -.97 ns   -.25 -1.11 ns 
 Primary  -.05 -.64 ns   .08 .86 ns 
Step 2  .00   ns  .01   ns 
 Primary X LOR  .06 .48 ns   .23 1.03 ns 
           
Step 1   .04   <.05  .01   ns 
 Length of Residence  -.04 -.36 ns   -.11 -.82 ns 
 Clinic   -.20 -3.08 <.05   .07 .80 ns 
Step 2  .00   ns  .00   ns 
 Clinic X LOR  -.02 -.17 ns   .09 .71 ns 
           
Step 1  .04   <.05  .01   ns 
 Length of Residence  -.12 -1.62 ns   -.21 -1.88 ns 
 Emergency   -.18 -2.75 <.05   -.02 -.19 ns 
Step 2  .00   ns  .03   ns 
 Emergency X LOR  .05 .70 ns   .20 1.79 ns 
           
Step 1  .03   <.05  .00   ns 
 Length of Residence  -.09 -.47 ns   -.02 -.19 ns 
 HActivation   .16 2.57 <.05   .08 .90 ns 
 	  
	  41 
Step 2  .00   ns  .02   ns 
 HActivation X LOR  .01 .07 ns   .13 1.42 ns 
Note. β = standardized b-weight.  
Criterion Variable: Skills Barriers 
 ΔR2 β t p   ΔR2 β t p 
 Mexicans   Guatemalans 
Demographic            
Step 1  .03   <.05  .00   ns 
 Length of Residence    -.01 -.10 ns   -.01 -.13 ns 
 
Sex  -.17 -2.63 <.05   -.03 -.28 ns 
Step 2  .00   ns  .00   ns 
 
Sex X LOR   -.08 -.08 ns   .08 .63 ns 
           
Step 1   .01   ns  .04   ns 
 Length of Residence    -.01 -.19 ns   .12 1.16 ns 
 Age  -.08 -1.19 ns   -.23 -2.24 <.05 
Step 2  .00   ns  .00   ns 
 Age X LOR  -.05 -.71 ns   -.01 -.11 ns 
           
Step 1   .00   ns  .00   ns 
 Length of Residence    -.09 -1.09 ns   .16 1.52 ns 
 Children    .03 .45 ns   -.09 -.92 ns 
Step 2  .00   ns  .05   <.05 
 Children X LOR  .06 .72 ns   -.27 -.2.50 <.05 
           
Step 1  .01   ns  .00   ns 
 Length of Residence   -.05 -.50 ns   -.08 -62 ns 
 
Marital   -.08 -1.18 ns   -.01 -.11 ns 
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Step 2  .00   ns  .01   ns 
 
Marital X LOR  -.01 -.07 ns   .11 .90 ns 
         
Healthcare Utilization          
          
Step 1 .01   ns  .00   ns 
 Length of Residence  -.22 -1.72 ns   -.09 -.38 ns 
 Primary  -.09 -1.28 ns   -.01 -.07 ns 
Step 2  .01   ns  .00   ns 
 Primary X LOR  .17 1.35 ns   .11 .49 ns 
           
Step 1  .01   ns  .00   ns 
 Length of Residence  -.04 -.42 ns   -.18 -1.38 ns 
 Clinic  -.09 -1.39 ns   .04 .46 ns 
Step 2  .00   ns  .05   <.05 
 Clinic X LOR  -.03 -.31 ns   .31 2.34 <.05 
           
Step 1  .04   <.05  .00   ns 
 Length of Residence  -.12 -1.58 ns   -.12 -1.09 ns 
 Emergency  -.17 -2.53 <.05   -.05 -.48 ns 
Step 2  .00   ns  .03   ns 
 Emergency X LOR  .71 .06 ns   .22 1.90 ns 
           
Step 1  .02   <.05  .02   ns 
 Length of Residence  -.31 -1.54 ns   .05 .56 ns 
 HActivation  .13 2.04 <.05   .15 1.69 ns 
Step 2  .00   ns  .02   ns 
 HActivation X LOR  .25 1.24 ns   .16 .74 ns 
Note. β = standardized b-weight. 
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Figure 1. The relations between length of residence and barriers to care (i.e., Pragmatics and Skills) by having children and no 
children status for Guatemalans.  
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Figure 2. The relations between length of residence and skills barriers to care by clinic visit and no clinic visit for Guatemalans.  
 
 
 
 
 
 
 
